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{F 000} INITIAL COMMENTS {F 000}

 This visit was for a Post Survey Revisit (PSR) to 

the Recertification and State Licensure Survey 

completed on 3/14/13.

Survey Dates: May 2, 2013

Facility Number: 000073

Provider Number: 155153

AIM Number: 100288820

Survey Team:

Shauna Carlson, RN - TC

Julie Baumgartner, RN

Shelly Vice, RN

Census Bed Type

SNF/NF: 125

Total: 125

Census Payor Type

Medicare: 24

Medicaid: 79

Other: 22

Total: 125

Healthwin was found to be in compliance with 42 

CFR Part 483, Subpart B and 410 AIC 16.2 in 

regard to the PSR to the Recertification and State 

Licensure survey. 

Quality Review completed on May 8, 2013, by 

Brenda Meredith, R.N.
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